**Introduction:** Complex regional pain syndrome (CRPS) is a chronic, debilitating pain with motor, sensory and autonomic symptoms in unilateral limb which may result from previous trauma. Diagnosis is often clinical and treatment is multidisciplinary. Diagnosis and management is more challenging in paediatric patients presenting with multiple overlapping symptoms and psychosocial problems.

**Case description:** 15 year old girl presented to Paediatrics with 4 month history of leg and foot pain and feeling heavy after tripping over a dog while jogging. She had intense pain resulting in bouts of spasms in her left leg with skin hypersensitivity which resulted in her using wheelchair and crutches. This had an immense impact on her mobility and school attendance. Her background included gastritis and Penicillin allergy. She received 6 weeks of intense physiotherapy and analgesics. She was referred CAMHS and seen weekly for few months and symptoms improved with Gabapentin. Up until the age of 17 she remained well without any aids or medications, restarted college and horse-riding. During this period of long remission she was trying to maintain an independent life moved away from family home to live in a equestrian centre. Unfortunately circumstances led her to losing her job and returning to her family home. She re-presented to adult Rheumatology with recurrence of left leg pain with new radiation to the buttock, bed-bound for 6 weeks requiring help from her mother and sister all the time. She was admitted to hospital for pain team review and physiotherapy. She was also receiving in patient clinical psychology support, during which a complex family dynamics was explored. Her father left the family which consists of her, mum and elder sister when she was 3 years old with no contact and remarried. This had induced distress, anger and sense of abandonment. Her mother had her own mental health issues and own struggles resulting in an en meshed relationship with her. She initially had pain behaviours which were quiet dramatic which were considered to be functional in nature by professionals. This resulted in her losing some amount of faith in medical profession as she endured questioning of condition despite have a confirmed medical diagnosis which had made the situation more complex. She was closely working with the clinical psychologist whilst other differential diagnoses were ruled out. The bone scan revealed low bone mineral density in the leg. Local bone resorption seems to have a key role in CRPS, though the pathophysiology is not fully understood. She received IV Pamidronate while managing to control her pain. She had a good relief with the current treatment hence was discharged home. With 6 months she had re- presented with right shoulder pain after being bitten by a horse who lifted her off the ground and threw her. She received further Pamidronate and physiotherapy with some but little benefit. She was on Gabapentin 300 mg tds, Paracetamol, Citalopram, Adalat, Diazepam and Duloxetin. She was under the pain team regularly Progress: After this she was regularly seen by the pain team and primary care clinical psychologist which she found to be beneficial. She felt 50% improvement in her pain with reduction in the pain scores. She was still getting 1 flare per week which could last hours to few days. On recent review in the out patients she presented leg pain following a horse show the previous day. But she was a lot positive that symptoms would settle in a day and the show was worth it attending.

**Discussion:** We present a young lady who was diagnosed with CRPS as a child due to psychosocial impact and minor physical trauma to her limb. She encountered physical and mental challenges including her diagnosis being questioned as whether the symptoms are functional. She had a multidisciplinary team input from the Rheumatologist, pain team, clinical psychologist, physiotherapist and co-operation from patients will help with this chronic remitting and relapsing chronic pain syndrome.

**Key learning points:** 1. CRPS is a clinical diagnosis. There is often delay in diagnosis due to multitude of symptoms. 2. Given the fact it\'s causes being multifactorial a multidisciplinary approach to treatment results in remission of this condition. 3. If conventional therapies failed to provide analgesia, improvement in quality of life and function then spinal cord stimulation (SCS) could be considered for the treatment of CRPS. 4. The pain is exaggerated by the psycho social and behavioural factors which could be effective addressed by clinical psychology input. This has a synergistic effect in helping medical professions as well as patients to manage this chronic condition impacting the function and quality of life of patients.
